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Abstract
The transmission of HIV within the city of Chicago has been established as a major
health concern: however, the lack of adequate resources has created gaps within current
programming available for people living with HIV. Healthy Living People (HLP) is an evidencebased program focused on reducing the transmission of HIV through strengthening adherence to
antiretroviral therapy and decreasing number of higher risk sexual encounters. The Chicago
Department of Public Health will provide the HLP program, which includes fifteen 90-minute
sessions over the course of one year. The HLP program will be offered for people living with
HIV in four Chicago communities: Grand Boulevard, Hyde Park, Kenwood, and Washington
Park. Two of these communities, Grand Boulevard and Washington Park, have higher incidence
rates compared to the rates in other Chicago communities. The remaining two communities of
Hyde Park and Kenwood have previously had high rates of transmission based on Chicago HIV
surveillance data. The HLP program will be offered at three separate locations and delivered by
an intervention specialist. The program will take pre-intervention and post-intervention data to
assess efficacy of the HLP intervention. With the knowledge and support of community partners,
the HLP program will be able to tailor program materials to the needs of these communities.
Additionally, community partners can allow the program to remain sustainable even after the
intervention period through adding this program to existing programming within services
community partners already offer.
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Target Population
Background of HIV in Chicago
The city of Chicago remains the third largest city in the United States with an estimated
population of nearly three million people.1 This city, located in Illinois along Lake Michigan, is
known as a foodie destination, a melting pot of culture, and a sports fan’s dream destination with
eight major league sports teams.1 The city is also known to have significant health disparities
among various community areas as well as a lack of resources to be able to adequately provide
for community need. I decided to conduct my community intervention within the city of Chicago
based on the strong desire to serve my hometown. I researched Chicago community needs
assessments with the goal of selecting an evidence-based program targeting the needs of Chicago
communities, and I found the University of Chicago Medical Center (UCMC) Needs Assessment
and Strategic Implementation Plan for 2020-2022.
The UCMC implementation plans identify current community intervention programs in place
and specific areas where intervention programs are still needed.2 Several objectives were
established for 2022 including improvement in asthma, diabetes, violence, substance use
recovery, mental health, access to healthcare, food insecurities, and unemployment. However,
there remains gaps in the 2022 plans due to the lack of resources in the Chicago area coupled
with the high demand for such community health services. The UCMC Needs Assessment and
Strategic Implementation Plan for 2020-2022 specified how “UCMC removed two priority
health areas that were include in the 2016 strategic implementation plan: cancer and sexually
transmitted infections HIV (adult/ pediatric)” and explained how UCMC “determined that it
could only effectively focus on those which were determined to fit within current resources
available”.2 Thus, UCMC is unable to provide targeted programming to people living with HIV
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in Chicago communities. The program I am proposing is known as Healthy Living People
(HLP). It has past evidence of efficacy for people living with HIV. The HLP program will fill
this identified gap allowing for HIV transmission prevention methods to be addressed.
Nationally, as of 2018, the rate of newly diagnosed cases of HIV per 100,000 people is 13.6.3
This same year Chicago presented with a rate of 27.2 per 100,000 people, creating a total of 734
new cases.4 With nearly double the national rate of newly diagnosed cases, the city of Chicago
has established the need for action. Our Chicago Department of Public Health (CDPH) took the
first step to addressing HIV case rates by trending incidence and prevalence rates within the
Chicago communities. Each year the CDPH releases a HIV surveillance report that is used for
mapping of statics, demographics, characteristics, co-infections with other diseases, and
identifying communities with the highest rates of HIV transmission. These HIV surveillance
documents usually run a year or two behind allowing for time to aggregate data and display it in
graphs or depictions. While
the general trend of HIV
transmission within the city of
Chicago is decreasing, there
are still specific areas where
numbers are significantly
higher than the city average.4
The target population for this intervention program is four community areas all within the same
zip code of 60515: Grand Boulevard, Hyde Park, Kenwood, and Washington Park. Figure 1.1
provides a map of the Chicago community areas and identifies where the zip code 60515 resides
within the city.
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In 2016, Kenwood had the single highest rate of newly diagnosed HIV cases with nearly 72.9
per 100,000 people, and Washington Park had the second highest rate with 62.1 per 100,000
people.5 Over the course of the next two years, some of those number changed. Figures 1.2

and 1.3 depict the 2018 newly diagnosed HIV rates as well as the 2017 HIV prevalence rates.
Kenwood no longer was ranked as one of the communities with the most newly diagnosed cases,
in fact they saw less than five new cases in 2018.6 Hyde Park also displayed significant decreases
in the number of new HIV cases.4 The reported number of newly diagnosed HIV cases in 2018 for
Hyde Park dropped to zero entirely.4 Unfortunately, the same could not be said for the trends in
Washington Park. In 2018, Washington Park became the number one area for newly diagnosed
HIV cases with 76.8 per 100,000.4 The area next to Washington Park, known as Grand Boulevard,
rose to the number three spot with newly diagnosed HIV case rates of 59.3 per 100,000 people.4
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The proposed HLP program focuses on preventing the spread of HIV through both
decreasing sexual behaviors that promote transmission of HIV and by increasing adherence to
antiretroviral therapy (ART). Implementation of the HLP program would fill the need for
interventions targeting HIV transmission, which was pointed out in the UCMC Needs
Assessment and Strategic Implementation Plan for 2020-2022.2 Additionally, the HIV
prevalence and incidence rates described above in Table 1.1, also show a need for HIV
transmission prevention programming. If the program could effectively stop the spread of HIV,
incidence rates would drop to zero.
Community Demographics
Resident demographics among the four communities of Washington Park, Kenwood,
Hyde Park and Grand Boulevard are listed in Tables 1.2 and 1.3. Even within the same zip code,
there are wide ranges in key categories such as poverty, income, violence, and unemployment.
The University of Chicago community profiles specifically identify Washington Park as a high
need area based on statistics showing high rates of economic need and community violence
compared to communities surrounding the Chicago area. In contrast, Hyde Park has the lowest
percentage of these markers in every single category listed. Table 1.4 provides several
determinants of health and health habits. When comparing these markers of poverty, income,
7

violence, and unemployment against Table 1.4, a pattern is established with the lowest income
areas having the highest rates of infant mortality, high blood pressure, obesity, and adults
without health insurance.

Available Resources
Community resources in the four areas differ as widely as the social determinants of
health. Hyde Park has the most healthcare resources with facilities such as UCMC, a large
academic medical research center providing care to citizens from communities in Chicago and
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Illinois.9 On the other hand, Washington Park has fewer resources with only two health services
locations and not a single pharmacy located within the community area.7 The trend, again,
relates back to the same information provided in social determinants of health and overall health
status. Social services also play a significant role in managing health, and the range of these
services varies from four to seventeen organizations. A list of community services in each area is
located in Table 1.5.

The program will enhance the current services by extending the reach of current
healthcare infrastructures. Grand Boulevard and Hyde Park have more hospitals and health
services than Kenwood and Washington Park. This creates an opportunity to use these healthcare
resources for all four of the communities.8,9 Most residents within the neighboring areas already
need to seek medical care within Grand Boulevard and Hyde Park; thus, including the entire zip
code in the target population will allow for maximum utilization of community resources. The
healthcare facilities where the HLP program will take place are AIDS Healthcare Foundation
(AHF) Wellness Center, Howard Brown Health, and Cottage View Health Center. More
information about the site locations can be found in the Program Locations section.
One of the main sources of healthcare for people living in Chicago’s underserved
communities is the ACCESS Community Health Network. ACCESS can provide resources for
people living with HIV including linkage to long-term care, screening for HIV, enrollment into
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financial assistance for AIDS Drug Assistance Program, and prevention or education sessions for
HIV.10 ACCESS has a location in Grand Boulevard providing group education programs focus
on gender pride, healthy relationships, stress management and coping strategies, STI
transmission and HIV re-infection. Although there are intervention programs for people living
with HIV, there is not currently a Chicago-based program targeted towards increasing ART.
Number Served
The four communities of Grand Boulevard, Hyde Park, Kenwood, and Washington Park had
a total of 650 HIV cases in 2017 with approximately 26 new cases in 2018 for a total target
population of 676.4 Most individuals who are living with HIV will be receiving long-term care
for management of HIV.4 According to the Chicago HIV prevalence report, 81% of patients
newly diagnosed with HIV are linked to long-term care within three months. Therefore, if
roughly 90% of all people in these four communities who have HIV are receiving treatment,
there would be a total of 609 patients who are getting treated at these facilities.4 Furthermore, if
one-third of those 609 patients are eligible for the intervention, as was the case in the initial pilot
study, a total number of people served through the proposed intervention would be 202 people.4
Based on the availability of three separate locations, 68 people would be served at each location
for a total of roughly 200 people served.

Program Approach
Evidence-Based Program
The proposed HLP program is an intervention based on social action theory. The program
focuses on risk reduction and medication adherence specifically for people living with HIV
independent of sexual orientation or gender identity.11 The original HLP program aimed to
reduce risky sexual transmission acts, defined as unprotected insertive or receptive anal or
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vaginal sex with a partner of known positive HIV status or unknown HIV status, improve health
care practices, and increase adherence to ART. For the purposes of this intervention, only
reduction of risky sexual transmission acts and adherence to ART will be assessed as the two
main outcomes. The original program lacks well-defined and measurable outcomes for improved
health practices; therefore, this outcome will not be included in the proposed HLP program.
The proposed HLP program consists of three separate modules with each module being
comprised of five intervention sessions for a total of fifteen 90-minute sessions. Each of the
modules will last two months, and there will be a three-month break between every module. The
participants will be divided into two groups that will be staggered during the program delivery
and break months. The program is delivered over a one-year span, and there will be three
separate program cycles for a total time span of three-year time.
The first module focuses on stress, coping, and adjusting to living with HIV. The
underlying goal of the first module is also to gain participant trust and establish the relationship
between the participant and intervention specialist. The second module empowers patients to
take control of their health through strengthening knowledge and habits to increase ART
adherence. Finally, the last module addressing safe sexual habits for prevention of HIV
transmission.
Evaluation of the original HLP program took place in Milwaukee, Wisconsin, San
Francisco and Los Angles, California, and New York, New York during 2000 to 2004.11 The
program included men and women over the age of 18 who had medical documentation of HIV
positive status without severe psychosis or neurologic impairment. People recruited for the
program were not currently in any behavioral intervention study and had self-reported
unprotected sexual intercourse with a person with HIV or a person with unknown status within
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the last 3 months. Additionally, people who had unprotected sex with a person who has HIV who
was not the primary partner were also included in the study. The original HLP program consisted
of one wait list control group with an intervention group.
A total of 936 intervention participants were randomized between the two groups with
467 participants in the intervention group and 469 participants in the wait-list control group.11
The recruitment setting included both community agencies and medical clinics. The baseline
characteristics of the study population included 45% black or African American people, 32%
white people, 15% Hispanic or Latino people, and 8% people of another ethnicity. Of the 936
people enrolled in the study, 79% of people identified as male and 21% of people as female. The
age of the population varied from 19-67 years old with a mean age of 40 years old. A total of
57% of the participants were men who have sex with men (MSM). When looking at only the
male participants, 72% of men were MSM. Of the 936 participants, 633 people were on ART
and 204 reported less than 85% adherence. The mean adherence of this group of 204 individuals
was 61% based on the measures of self-reported recall.
The two main outcomes measured throughout the HLP intervention were risky sexual
transmission acts within the past three months, described as unprotected insertive or receptive
anal or vaginal sex with a partner of known positive HIV status or unknown HIV status, and
medication self-reported ART adherence, defined as percent of prescribed pills taken in the last
four days. Assessments occurred at baseline, then 5-, 10-, 15-, 20- and 25-months post-baseline
measurement. The program schedule placed the assessments at three months after module 1,
three months after module 2, and three months after the completion of module 3.12 Additionally,
measures were taken at eight and thirteen months after module 3 for a total of five post-baseline
measurements.12 When comparing baseline surveys to 25 month post-baseline surveys,
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intervention group participants reported statistically significant (X2 = 16, p=0.0007) less risky
sexual transmission behavior.11 The group of participants with less than 85% adherence to ART
displayed a 10% greater self-reported adherence compared to the control group at three months
after module 3 (88.6% versus 78.3%, respectively; F-test = 4.9579, p = 0.027).11
The Center for Disease Control (CDC) published a list of evidence-based risk reduction
programs for decreasing the transmission of HIV and defined the HLP program as “Best
Evidence” for risk reduction and “Good Evidence” for ART medication adherence. This
evidence-based program will provide the four target communities with an intervention filling the
gap of HIV transmission programming specifically focused on ART medication adherence.
Program Locations
There are three intervention sites for the proposed HLP program. The Los Angeles-based AHF
Wellness Center is a global non-profit organization located in nearly 45 countries.13 This
organization offers testing, medications, and services empowering patients with HIV to achieve
optimum health. Within the city of Chicago, there are two AHF sites; however, only the location
in Hyde Park will be used based on geographic location. The Howard Brown Health Center
“exists to eliminate the disparities in healthcare experienced by lesbian, gay, bisexual and
transgender people throughout research, education, and the provision of services that promote
health and wellness”.14 They provide a wide range of HIV services including case management,
community testing, linkage to primary care for HIV treatment, post-exposure prophylaxis (PEP),
pre-exposure prophylaxis (PrEP), and counseling services.14 The Howard Brown Health Center
is located on the east side of Hyde Park approximately one mile away from the AHF Wellness
Center. Cottage View Health Center, located in Kenwood, rounds out the last of the three
intervention sites. The Cottage View Health Center offers primary care services and manages
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long-term treatment of people
living with HIV.15 They can also
perform HIV testing at their
facility. 15 Figure 2.1 provides a
map of the three locations.
Cottage View Health Center is
the most centrally located site of
the three, which may allow more
residents of Grand Boulevard or
Washington Park to enroll. The AHF Wellness Center and Howard Brown Health are major
healthcare facilities for people with HIV in the area, and residents from neighboring areas will
mostly visit these sites due to lack of HIV care in their immediate area.
All three of the selected intervention sites deliver testing for HIV; however, the Howard
Brown Health Center does not actively provide long-term HIV management. This site connects
patients to services through their linkage of care program, which gives referrals and addresses
barriers to care for individual patients.13 The integrity of the proposed HLP program will not be
compromised by the Howard Brown Health Center’s lack of long-term care because the facility
would still be able to identify people who test positive for HIV. AHF Wellness Center and
Cottage View Health Center treat patients with long-term management of HIV and may provide
more potential participants for the program. If participants are recruited through these two
healthcare locations, AHF Wellness Center or Cottage View Health Center, they could still use
the Howard Brown Health Center for the intervention if it provides more convenient access to
the program.
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Potential Challenges and Adaptations
In reviewing the original program materials, one of the outcomes is described as
improvement of health practice, but there is no specific measure used to provide supporting
evidence for this outcome. The proposed HLP program will not include improvement in health
practice as an outcome going forward because it is not a well-defined measurable outcome. The
proposed HLP program will also add a new measurable outcome of CD4 count to determine
long-term adherence to ART. CD4 count will be assessed at baseline, 10 months post-baseline,
and 25 months post-baseline. The other measures of the short-term ART adherence and
decreased risky sexual encounters will remain the same. These measures will be assessed at the
same time points as the original HLP program.
Another potential challenge lies in the third module, which focuses on decreasing the risk
of HIV transmission through use of protective measures during sexual interactions. Participants
who are living with HIV and in a seroconcordant and monogamous relationship may not benefit
from protective measure education with the goal of decreasing HIV transmission. The third
module will be encouraged because there will be instances where the participants decide to no
longer be monogamous and education about safe sexual practices would then be needed. It is
also important to note that although the third module focuses on HIV transmission, there is
always the risk of STIs when not using protection regardless of HIV status.
The proposed HLP program will offer an opt-out option for people living with HIV in
seroconcordant and monogamous relationships. Additionally, all surveys assessing sexual
interactions will also have an opt-out option these participants. The proposed schedule for the
program, along with the opt-out option for module three is shown in Table 2.1.
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Planning and Readiness
The very first step of the proposed HLP program is hiring a team headed by a primary
investigator at the CDPH. The team will include additional staff such as a program manager, a
social worker, three intervention specialists, and a statistician. Once the team is assembled,
contact must be established with the three locations for the intervention. The initial connection
with the intervention locations will be performed by the program manager during the first month
of the intervention. Other activities during the first month of the proposed HLP program are
training the staff, assigning an intervention specialist to each of the three locations, establishing a
schedule with the three locations for module delivery, creating the community advisory board
(CAB), establishing community partnerships with key stakeholders in the community, and
recruiting participants for the intervention. These activities will allow the program to prepare for
the module delivery phase.
Module delivery will begin in the second month and run throughout the remainder of the 3year proposed HLP program. Six distinct groups (Group A- Group F) will receive the proposed
HLP program. There are three designated breaks in the module delivery phase for re-training
intervention specialist and performing process evaluations (See Appendix C: Gantt Chart for
timeline of activities).
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Staff Training
Staff training will occur during the first two months of the intervention and re-training at
three time points during breaks in the module delivery phase of the program schedule (See Gantt
Chart for schedule details). The re-training sessions will allow intervention specialists to de-brief
and discuss the types of situations they encountered. It also offers time for the intervention
specialists to role play some of the more challenging conversations and increase confidence in
their abilities to handle these conversations.
The specific program materials are tailored to each participant. It is impossible to know all
the various possible conversion points within the interview session. The original HLP study
collected a list of contextual themes describing various situations that came up throughout the
interview. These different themes will be presented during the facilitator training to provide the
staff with tools to navigate these types of conversations. Many of the program materials are open
ended questions where the participant identifies area of stressors or current daily habits. These
answers may vary depending on the location of the intervention. For example, the Howard
Brown Health Center will have more patients who identify as part of the LGBTQ community.
These contextual themes can allow intervention specialists to have conversations about nonstigmatizing language and think about how he or she would address conversations surrounding
inclusion. Through being aware of the settings and practicing these unique conversations with
role playing, intervention specialists will be successful in creating a trusting relationship with
participants.
The nature of this intervention involves HIPAA protected health information of participants.
Each staff member will be trained on HIPAA during the training process and required to
complete a short quiz about HIPAA to ensure knowledge. Any violation of a participant’s HIV
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status directly violates HIPAA; therefore, it will be reported to the Primary Investigator and
CDPH.
Recruitment and Retention
Participants will be recruited through the three location settings of AHF Wellness Center,
Howard Brown Health, and Cottage View Health Center. The locations will each have fliers for
distribution to potential participants. Additionally, the sites will be expected to use word of
mouth to tell patients about the intervention. Facilities are getting a $1,000 per year incentive for
helping with recruitment and allowing the intervention to occur at their facilities. The incentive
will be received at the beginning of years 2 and 3 along with at the end of the 3-year intervention
period.
While all three of the sites do HIV testing, the Howard Brown Health Center is the only site
that does not do long-term HIV care. Recruitment at the Howard Brown Health Center will be
focused on targeting newly diagnosed HIV patients. AHF Wellness Center and the Cottage View
Health Center do provide long-term care for people with HIV, and recruitment at these sites
could include both newly diagnosed patients as well as patients currently living with HIV.
Joining the intervention will provide participants with tools to decrease risky sexual
transmission acts and gain foundational education about the importance of ART. The original
HLP intervention study provided participants with an incentive for their time; however, this
program will not provide monetary incentive for participants.11 The retention of participants will
be maintained through strong relationships with the intervention specialists, and the participants
feeling as though they are truly learning from the program. Special attention must be paid to the
selection of intervention specialists at each of the three setting. The intervention specialists
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should be individuals who are relatable to the community environment within each of the three
locations.
Community Advisory Board Overview
A CAB will be comprised of key stakeholders within the four communities. The CAB
will include a representative from each of the three intervention sites: 1) AHF Wellness Center,
2) Cottage View Health, 3) Howard Brown Health Center. The CAB will also include an
academic medical center (UCMC), a church (Urban City Church), a community outreach center
(Center on Halsted), and a healthcare network (ACCESS Community Health Network). A
member from each of the intervention locations is needed on the board to explain current
practices at each site and provide insight into methods for success of the HLP program
implementation. The UCMC provides comprehensive care to people living within the area and is
a leader in promoting the need for HIV interventions. ACCESS Community Health Network
strives to provide medical care to the underserved populations within Chicago. Urban City
Church is a religious organization within Hyde Park that focuses on community outreach serving
all people regardless of race, ethnicity, sexual orientation, or even specific religious affiliation.
This organization provides support to people within the area and understands common dynamics
of the community. Finally, the Center on Halsted offers resources for the LGBTQ community,
which comprises a significant portion of those individuals living with HIV in Grand Boulevard,
Hyde Park, Kenwood, and Washington Park. More information on the CAB can be found in the
section Community Advisory Board.
Fidelity
The proposed HLP program will be monitored for fidelity through audio recording all
intervention sessions with an iPad. Each module 5% of the total interventions carried out will be
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reviewed to ensure the fidelity of the intervention. Audio recording from all three locations will
be included in the 5% viewed. Audio recordings are selected over videotaping to ensure
confidentiality of participants. The audio recording will be graded based on a rubric with
sections describing competence in content alignment to protocol, interpersonal skills, facilitator
skill, and time management. During the break before the next module, the graded rubrics will be
distributed to the intervention specialists. The breaks allow time for re-training intervention
specialists in any area where he or she may need to improve prior to beginning the next module.
Sustainability
The most feasible avenue for sustainability is continuing to work with established
community partners or intervention facilities such as ACCESS Community Health Network and
AHF Wellness Center. These two organizations offer programming for people living with HIV
in the four target communities: Grand Boulevard, Hyde Park, Kenwood, and Washington Park.
The intervention programs currently available provide people living with HIV mental health and
support network services, education about nutrition, and strategies to reduce transmission of HIV
through protective measures. However, neither of the organizations have programs specific to
ART adherence. The addition of the proposed HLP program will expand education about how to
reduce HIV transmission to also include the knowledge and importance of ART adherence.
Through adding the proposed HLP program to either ACCESS Community Health Network or
AHF Wellness Center, the proposed HLP program will receive funding and continue to perform
programming.

Performance Measures and Evaluation
There are multiple outcomes that need to be evaluated before, during, and after the
proposed HLP program. The primary outcome of interest is percentage of ART pills missed
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within the last four days. Our goal is to mirror the initial intervention results with a 10% increase
in self-reported adherence to ART. The secondary outcomes include a decrease in CD4 cell
count, indicating adherence to ART, and a decrease in number of higher-risk sexual encounters.
Process Evaluation
A process evaluation is required to ensure the program is being implemented as intended,
and the three intervention sites carry out the program as described in the program approach.
There will be three total process evaluations occurring after module 1 and module 2 of the first
cycle of Group A and after module 1 of Group C. Additionally, there will be a month break
directly following the process evaluation to provide an opportunity to adjust the program during
the intervention or re-train staff as needed. For example, if the process evaluation showed
something was not occurring as outlined in the program materials, the intervention specialists
could be re-training during the break. The process evaluation will ensure fidelity to the original
program through audio recording of intervention sessions and viewing 5% of the total number of
sessions in a module. The audio recordings will be scored based on a rubric outlining specific
topics set to be covered throughout the sessions.
The second part of the process evaluation focuses on attendance of the participants.
Session attendance of participants will be monitored and reported as a process evaluation
measure. The intervention cannot be adequately performed if participants are not receiving the
information. Assessments of attendance will be performed at the same time as the audio
recording assessments, and participants missing one or more sessions will be referred to the
social worker for follow-up.
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Outcome Evaluation
The outcome evaluation will include participant surveys conducted at baseline then 5-,
10-, 15-, 20- and 25-months post-baseline, meaning the assessments are three months after
module 1, three months after module 2, and three months after the completion of module 3.
Measurements are also taken 8 months and 13 months after the completion of the program (See
Appendix C: Gantt Chart for a complete schedule of when each assessment will take place).
Based on the sensitive nature of HIV status, interview assessments will be emailed for
participants to take at home. The assessments will utilize audio computer-assisted selfinterviewing (ACASI) as well as computer-assisted personal interviewing (CAPI) using the
Questionnaire Development System, which were created to decrease the risk of bias associated
with social desirability of survey responses.16 Evidence suggests that these methods of data
collection are superior to traditional methods. In a study describing sexual behavior, drug use,
and violence in adolescent males, respondents were randomly assigned to either ACASI or
traditional methods of self-reporting surveys.17 Participants who used the ACASI method were
found to report higher usage of injection drugs, sexual encounters of MSM, and sexual conduct
with people who are known to use injection drugs.17
As previously described, ART adherence will be determined through a self-report
measure to establish individual adherence. ART adherence behaviors remain challenging to
assess due the lack of a gold standard self-report measure; however, a multidisciplinary team
created a self-report measure for medication adherence within the previous four days using the
Adult AIDS Clinical Trial Group (AACTG) adherence instrument.18 This instrument uses
participant recall to determine the number of pills missed within the last four days and establish
reasoning behind any missing doses.19 A trial measured the performance of the AACTG
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instrument compared the self-report data with electronic pharmacy records of refill dates for
ART. The study concluded the instrument data correlated significantly with pharmacy records.19
Another trial looked prospectively at 640 participants to determine the reliability and
validity of the ACCTG Adherence Questionnaire when comparing questionnaire results to
plasma HIV RNA levels. Results were reported as Cronbach alpha and can be seen below in
Figure 3.1.20 The antiretroviral medication adherence will be reported as a percentage determined
through dividing the number of pills taken by the total number prescribed over the same time
frame of four days. Low adherence is less than 85% based on current literature describing
minimum adherence of 85-90%.19

Higher-risk sexual encounters will be assessed at the same time as ART adherence using
ACASI to complete the survey. One of the questions in the survey will ask if the participant is in
a monogamous relationship with another person who is living with HIV. If the answer is yes, the
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participant will then be given the opportunity to opt-out of the survey targeting sexual behaviors.
The overall goal of the proposed HLP program is to prevent the transmission of HIV. There
remains some controversy around the utility of HIV transmission programming when both sexual
partners have HIV. The proposed HLP program can still offer tangible benefits through the
sexual behavior module because in the future participants may not be in a monogamous
relationship and understanding ways to decrease transmission could prove to be valuable.
Regardless, the sexual behavior module and accompanying survey will utilize an opt-out method
where those in monogamous relationships with another person who has HIV can choose not to
participate. Please remember this is only targeting HIV transmission, and participants are
encouraged to use protection methods to prevent other STIs.
The Sexual Risk Behavior Beliefs and Self-Efficacy Scale (SRBBS) measure will be used
to assess sexual behaviors and attitudes about sexual interactions of the proposed HLP program
participants. The survey has 26 items focused on two main categories, mediators of sexual risk
behaviors and protective measures during sexual acts.21 The reliability and validity of the
SRBBS was assessed in a study of 7,614 participants.21 The study used confirmatory factor
analysis on the separate modules to establish the Cronbach α of each. Table 3.1 summaries the
individual factors and related Cronbach α results.21
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Biologic data with CD4 counts will be obtained from each person being treated with ART
at baseline, 10 months post-baseline, and 25 months post-baseline. Part of entry into the study
requires participants to disclose their CD4 testing results to the program. Participants can either
allow the facilities with CD4 testing, AHF Wellness and Cottage View Health, to report their lab
results or provide the data themselves to the program. Participants will be expected to send in a
picture of the lab results to their designed intervention specialist. The goal of monitoring CD4 is
to provide direct biologic data indicating adherence to ART. The CD4 lab result shows long-term
adherence to ART while the four-day recall of ART provides short-term adherence.

Capacity of Community Organization
Chicago Department of Public Health Overview
The CDPH has been dedicated to serving the people of Chicago since 1834 with the
mission to “promote and improve health by engaging residents, communities and partners in
establishing and implementing policies and services that prioritize residents and communities
with the greatest need.” The overarching goal of both the CDPH and the HLP program is to
ensure people within Chicago can live healthy lives. The CDPH already has experience with
management and implementation of HIV specific programing allowing for proper
implementation of the proposed HLP program. The CDPH has an entire division dedicated to
HIV/ STI with active measures to perform community surveillance through the annual HIV/ STI
surveillance report, provide community prevention services, and offer healthcare partner services
for the management of HIV. The proposed HLP program will serve as an extension of the
services currently performed by CDPH.
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History of Success
The CDPH has a history of managing resources with a 2020 budget of 221 million dollars
and over 500 staff. One of the largest initiatives by the CDPH is called Chicago 2.0. The
program launched in 2016 with collaboration of over 140 partner organizations including public
schools, police departments, healthcare networks, healthcare provider groups, organizations
focused on health equality of the underserved minorities, mental health clinics, and other nonprofit organizations. The program is designed to improve health outcomes in ten key areas:
promoting behavioral health, strengthening child and adolescent health, controlling chronic
disease, preventing infectious disease, reducing violence, maximizing data and research,
improving education, increasing access to healthcare, improving social, economic, and
community conditions, and expanding partnerships and community engagement. Chicago 2.0
incorporates many aspects of health from prevention measures to disease management. The
department uses data and research to guide public health initiatives targeted to the large
population of all people living in Chicago.
Engaging Our Partners
The department has previously established key partnerships with organizations dedicated
to the same cause as the proposed HLP program. The department can easily engage new
community partners through the creation of the CAB. The board will meet quarterly with the
CDPH to generate ideas to engage the community, provide feedback on implementation, and
discuss disseminate information from the HLP program. The CAB encourages community
collaboration tailoring program materials to the needs of our four communities in Grand
Boulevard, Hyde Park Kenwood, and Washington Park.

26

Equal Opportunity Employer
The CDPH engages a diverse community and does not tolerate discrimination of any
kind. Our website clearly says, “CDPH complies with applicable City, State and Federal civil
rights laws and does not discriminate on the basis of race, color, sex, gender identity, age,
religion, disability, national origin, ancestry, sexual orientation, marital status, parental status,
military status, source of income, credit history, criminal record or criminal history.” Our vision
is to provide people in Chicago a safe and healthy life where each person has equal opportunity
to attain optimum health outcomes. We hire motivated people who are dedicated to serving the
city of Chicago. We do not expect a high turn-over rate of employees for the HLP program, but
we do regularly utilize our application website to fill available positions at the CDPH. We will
continue to use our application website for any available positions to hire staff as needed for the
HLP.

Community Partnerships
The proposed HLP program will rely on key community partners for the implementation
and sustainability of the program. The CDPH has the support of healthcare centers within the
area, a large academic medical center, key organizations in the LGBTQ community, and a
community outreach facility. These partnerships will allow the HLP program to implement
program materials targeted towards the four communities and establish referral networks to care.
Community Partner
AHF Wellness Center12

Area of Expertise
Evidence-based medical
management for people living with
HIV. AHF Healthcare has over 400
locations in 45 countries.

Role
A representative from AHF
Wellness Center in Hyde Park will
serve as a member of the CAB.
Additionally, this will be a program
intervention location.
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Howard Brown Health13

One of the largest LGBTQ
organizations dedicated to
eliminating healthcare disparities.
The organization provides services
for people living with HIV including
case management, testing, linkage to
care, and counseling.

A representative from Howard
Brown Health will serve as a
member of the CAB. Howard Brown
Health will also be an intervention
location for the program.

Cottage View Health Center14

Non-profit Federally Qualified
Health Center offering primary care
services for low-income
communities in Chicago. Cottage
View Health Center provides HIV
testing and comprehensive
management for people with HIV.

A representative from Cottage View
Health Center will serve as a
member on the CAB. The location
will also be used as an intervention
site.

University of Chicago Medical
Center (UCMC)2

UCMC is a large academic medical
center located in Hyde Park. UCMC
performs community needs
assessments and program
implementation. UCMC Needs
Assessment and Strategic
Implementation Plan for 2020-2022
identified HIV as a critical area
needing to be addressed.
ACCESS is a network of federally
qualified health centers focused on
community-based care. They
currently serve over 900 men and
women living with HIV in the
Chicago area.
Urban Village Church provides
community outreach and support for
individuals regardless of religious
affiliation, sexual orientation, race,
age, or political affiliation.

A representative from the UCMC
will serve as a member on the CAB.
The organization will provide
support for implementation efforts
within these Chicago communities.

ACCESS Community Health
Network10

Urban Village Church22

Center on Halsted23

Center on Halsted is a community
center focused on the health and
well-being of members of the
LGBTQ community in Chicago. The
Center on Halsted provides
extensive resources for people living
with HIV such as HIV testing,
financial resources, mental health
resources, and support groups.

A representative from ACCESS
Community Health Network will
serve as a member of the CAB. They
will serve as a resource for referrals
to HIV medical care and community
health care needs.
A representative from the Urban
Village Church will serve as a
member on the CAB. Urban Village
Church will provide volunteers for
recruitment and support of
participants.
A representative from the Center on
Halsted will serve as a member on
the CAB. Center on Halsted will be
used as a resource for additional
needs of participants which are
unable to be met through
intervention site.

Table 4: Community Partners
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The partnerships will allow the proposed HLP program to have a wider reach using the
expertise of each organization. The three intervention locations provide healthcare management
for people living with HIV and are familiar with the health needs of this specific community.
Their collaboration will strengthen program materials tailored to people in this community. The
program plans to establish trust with the target communities by achieving a better understanding
of the sub-communities and various community cultures. The proposed HLP program will then
tailor the program to mirror community values.
The program will gain insight into the various community cultures and sub-communities
by engaging community partners such as the Urban Village Church and Center on Halsted. Both
organizations have knowledge and experience working within the constructs of the community,
and will provide the proposed HLP program with guidance on adjusting to these four target
communities. Medical expertise and HIV management knowledge will be provided through
collaboration with UCMC and ACCESS Community Health Network. Both partners can also
contribute knowledge of common barriers to healthcare access for people living with HIV.

Program Management
The CDPH will ultimately lead and manage the implementation of HLP program through
designating the HIV/ STI Deputy
Commissioner as our Primary Investigator.
The Deputy Commissioner is currently the
head of all efforts involving HIV/ STI
programming at the CDPH. The structure of
this division can be seen in Figure 5.1. The
CDPH already has a division focused on HIV/
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STI interventions; therefore, the proposed HLP program will be placed within our established
structure.
The Primary Investigator, Adrian Monk, will be the head of the proposed HLP program
and connection to the CDPH. Adrian Monk has a PhD, Master of Public Health degree, and over
10 years of experience as the CDPH Deputy Commissioner. Adrian Monk led numerous
programs targeted towards improving the health of people in Chicago. His work advances
strategies to decrease the spread of HIV/ STIs and the resulting negative outcomes such diseases
create. Based on his previous history of managing HIV/ STI programming, Adrian Monk can
appropriately lead the proposed HLP program. The Primary Investigator will attend meetings biweekly to maintain knowledge of program activities and ensure progression as planned.
The Program Coordinator, Natalie Teegar, will be responsible for day-to-day
management of the proposed HLP intervention as 85% of her time will be devoted to the
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program. She has a Master of Public Health degree allowing her to bring tangible experience to
the team. She will be the direct contact for the statistician, the three program interventionalists,
and the social worker. This core group will meet weekly to maintain the program timeline and
troubleshoot any unexpected barriers during the intervention. Natalie Teegar also will manage
the incorporation of knowledge and advice from the CAB to ensure strong relationships with our
community partners. The CAB will help integrate community expertise within the proposed HLP
program. The team will meet with the CAB monthly throughout the first year of programming
and quarterly in years 2 and 3.
The three facility directors at the intervention locations will work in tandem with the
interventionalists implementing the proposed HLP program and the social worker. Facility
directors play an important role for the proposed HLP program by allowing interventionalists
within the locations to perform the program. Facility directors also are responsible for ensuring
facilities are recruiting participants for the program.
The three interventionalists will be listed under the various facility directors, but are
expected to communicate directly to the program coordinator. The interventionalists are expected
to work with facility directors to establish program scheduling and facility accommodations. The
three interventionists will dedicate 100% of their time during the first year of the program, 75%
of their time during year 2, and 50% of their time during year 3. The interventionalists are
responsible for performing the module delivery sessions and ensuring all outcome data, the
surveys and CD4 lab results, is submitted by the participants at their intervention site.
The social worker, Sherona Fleming, will provide support to the intervention facilities
through addressing barriers to participant engagement or any operational questions that arise.
She will dedicate 20% of her time to the proposed HLP program. Community volunteers will be

31

recruited through the community partners. These volunteers will serve under the social worker to
provide additional recruitment efforts and support of participants within the program. Meetings
with volunteers will be left to the discretion social worker with expectations of prompt
communication and dissemination of responsibilities as needed throughout the program.
The statistician, Herald Krenshaw, will be responsible for data analytics at all given
timepoints of data collection from participant surveys and CD4 lab test results. He will dedicate
3% of his time the first year of the program and 5% during the second and third year. He will
receive the data collected from each of the interventionalists. He will be responsible for assessing
the data targeting the proposed HLP program outcomes of increasing ART adherence, based on
survey data and CD4 lab results, and decreasing sexually risky encounters, established through
survey data.
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Appendices
Appendix A: Budget Justification
A. Personnel Salaries and Wages
Position
Principal
Investigator
Project
Director
Statistician

Social
Worker
Intervention
Specialist #1
Intervention
Specialist #2
Intervention
Specialist #3

Annual
Salary
$100,000
$103,000
$106,090
$50,000
$51,500
$53,045
$50,000
$51,500
$53,045
$50,000
$51,500
$53,045
$35,000
$36,050
$37,132
$35,000
$36,050
$37,132
$35,000
$36,050
$37,132
n/a

Community
Volunteers
*Salaries increase 3% per year

%FTE

Salary

Fringe

8%
5%
5%
85%
85%
85%
3%
5%
5%
20%
20%
20%
100%
75%
50%
100%
75%
50%
100%
75%
50%
n/a

$8,000
$5,150
$5,305
$42,500
$43,775
$45,088
$1,500
$2,575
$2,652
$10,000
$10,300
$10,609
$35,000
$27,038
$18,566
$35,000
$27,038
$18,566
$35,000
$27,038
$18,566
n/a

$2,194
$1,413
$1,455
$14,284
$14,713
$15,154
$504
$865
$891
$3,361
$3,462
$3,566
$13,618
$10,520
$7,223
$13,618
$10,520
$7,223
$13,618
$10,520
$7,223
n/a

Salary
Total
Requested Requested
$10,194
$23,517
$6,563
$6,700
$56,784
$175,514
$58,488
$60,242
$2,004
$8,988
$3,440
$3,544
$13,361
$41,298
$13,762
$14,147
$48,618
$111,964
$37,557
$25,789
$48,618
$111,964
$37,557
$25,789
$48,618
$111,964
$37,557
$25,789
n/a
n/a

Adrian Monk, PhD, MPH, Primary Investigator (Y1: 8%, Y2: 5%, Y3: 5%). Adrian Monk
is the current Deputy Commissioner of the HIV/ STI division of CDPH. He will serve as the
primary investigator with 8% of his time dedicated to the implementation of the proposed
HLP program in the first year and 5% for the two years after. He has 10 years of experience
working to improve outcome for people living with HIV through program implementation.
He will be responsible for attending bi-weekly team meetings, assessment of process
evaluations, engagement of partners, and performing personnel evaluations quarterly in the
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first year and every six months for the remaining two years. Additionally, he will be
responsible for heading the dissemination of results through local presentations and
opportunities to publish the proposed HLP program results.
Natalie Teegar, MPH, Program Director (85%). Natalie Teegar will be the leader of the dayto-day activities for the proposed HLP program. She will dedicate 85% of her time all three
years. It is anticipated that she will be able to problem solve and become more independent
the second year; thus, the primary investigator time will be decreased with her growing
confidence. She will conduct weekly meetings with her team of intervention specialists and a
social worker. Additionally, she will lead the bi-weekly all staff meeting including the three
facility directors, three intervention specialists, primary investigator, and social worker.
Intervention Specialists (Y1: 100%, Y2: 75%, Y3: 50%). The three intervention specialists
will dedicate 100% of their time to the proposed HLP during the first year, 75% during the
second year, and 50% with the third year. The decrease in time is expected because the
amount of people entering the program will decrease over the years. All interventionalists are
expected to implement the program as designed and report directly to the facility managers
for specific site needs and Natalie Teegar for any program needs.
Social Worker (20%). Sherona Fleming will dedicate 20%, roughly 8 hours per week, of her
time to the HLP program. She will be responsible for handling any participant needs that
arise during the implementation of the program. She will have resources in the area prepared
for financial, emotional, and behavioral support. It is expected a few participants will wish to
discontinue the program, and the social worker is part of our framework to provide
participant specific needs. She will also have volunteers under her from the community
partnerships to provide any needed resources.
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Statistician (Y1:3%, Y2: 5%, Y3: 5%). Herald Krenshaw will provide 3% of his time during
the first year and 5% for the following two years. The majority of the data will arise after the
first year with the post-intervention outcome evaluations; therefore, it is expected he will
need to dedicate more time to the proposed HLP program for years two and three. He will be
responsible for analyzing all data obtained through the surveys and CD4 test results.
B. Supplies
Item
Requested

Cost Per
Unit

Number
Needed

Year 1
Request
Amount

Year 2
Request
Amount

Year 3
Request
Amount

iPad
Flyers
Participant
Printed
Material
Intervention
Site Incentive
Other:
ACASI survey
development

$400
$0.50
$30

$1,200
$225
$6,000

n/a
$225
$4,500

n/a
$225
$3,000

$1,000

3
450
Y1 200
Y2 150
Y3 100
3

N/A

$3,000

$6,000

$10,000

1

$10,000

n/a

n/a

$17,425

$7,725

$9,225

Total

The main cost of the supplies includes an incentive for each intervention site of $1,000/ year.
The incentive will be received at the beginning of years 2 and 3 along with at the end of the
3-year intervention period. This incentive is meant to cover all overhead costs for the
intervention facilities. Additionally, each interventionist will need an iPad for audio
recording the sessions, and to serve as a back-up if participants were unable to obtain internet
access to perform the online survey. Flyers will be distributed to each facility for recruitment
purposes. Each participant will get a printed workbook where he or she can take notes during
the session and bring it home with them. The workbooks also include blank pages to allow
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participants to journal throughout the process. Finally, the ACASI survey is needed to allow
more accurate survey results from participants.
C. Travel
Expense
Annual
Primary
Investigator
Meeting in
Washington,
DC

Airfare
Lodging
Per Diem
Participants

Year 1 Request
Amount

Year 2 Request
Amount

Year 3 Request
Amount

$225
$400
$60 x 3 days=
$180
1

$225
$400
$60 x 3 days=
$180
1

$225
$400
$60 x 3 days=
$180
1

$805
n/a
n/a
n/a
n/a

$805
n/a
n/a
n/a
2

$805
n/a
n/a
n/a
2

$0
$2,400

$0
$2,400

$0
$2,400

(Estimated 4,800
mi)

(Estimated 4,800
mi)

(Estimated 4,800
mi)

$3,205

$3,205

$3,205

Total

Annual
Regional
Meeting in
Chicago, IL

Airfare
Lodging
Per Diem
Participants

Intervention
Specialists

Total
Travel to
recruitment
sites

Total

The largest travel expense will be milage compensation for the interventionalists. The
three locations are an average of five miles away from the facility. Based on the estimate
that each interventionalist will drive to the locations four times a week, a total of 120
miles will be driven each week. Assuming $0.50/ mile and a total of 40 weeks worked in
the year, the budget is $3,205 per year. There will also be opportunities for the primary
investigator to go to the Annual Program Investigator Meeting held in Washington, DC
each year of the proposed HLP program. The Program Director will be attending the
annual regional meeting held in Chicago, which does not have an expense due the
location of the meeting.
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D. Budget Totals
Year 1

Year 2

Year 3

Salaries

$228,196

$194,924

$162,088

Supplies

$17,425

$7,725

$9,225

Travel

$3,205

$3,205

$3,205

Total

$248,826

$205,554

$174,518

The total budget of each year is depicted above. Our allotted budget based on less than
500 participants is $250,000 per year. The first year is the most expensive due to one-time
costs of iPads and ACASI survey development. In years 2 and 3, a smaller number of people
will likely be in the program meaning there will be fewer staffing requirements for the HLP
program.
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Appendix B: Logic Model

40

Appendix C: Gantt Chart
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